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lo. SUBJECT OF AMENDMENT: The purpose of this amendment is to reduce the fixed monthly 
reimbursement rateforTargeted Case ManagementSERVICES for Infants and Toddlers,
HIV Infected 

Persons and High Risk PREGNANT Womenby seven percent(7%). Implementation is necessary to 

avoid a budget deficit
% h i  the state Medicaid Program. 
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ASSISTANCE  
'STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19-B 
MEDICALPROGRAM 19, Page 1Item 
STATE OF LOUISIANA 

T 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE 
OR SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM 
UNDER THE PLAN ARE DESCRIBED AS FOLLOWS: 

CITATION Medical andRemedial OPTIONAL TARGETED CASE MANAGEMENT SERVICES 
-42 CFR Care and Services 


447.201 Item 19 REIMBURSEMENT METHODOLOGY 

447.302 


Case Managementservices for Mentally Retarded/Developmentally 
Disabled Waiver recipients are reimbursed at a negotiated provider 
specific monthly rate in accordance with the terms of the contract. 

' . 	 Services are reimbursed at ninety three per cent (93%) of the fixed 
monthly rate in effect as of February 7 ,  2000 for thefollowing 
targeted populations: Infantsand Toddlers, HIV Infected Persons 
and High f i sk  Pregnant Women. 

Payments madeto providers do not duplicate payments for the same 
or similar services furnished by other providers or under other 
authority as an administrative function or as an integral part of a 
covered service. 

Reimbursement is not available for case management services that 
are furnished to recipients without charge by any other agency or 
entity. With the statutory exceptions of case management services 
includedin Individualized Educational Programs (IEP'S) or 
Individualized FamilyService Plans (IFSP'S) and services furnished 
through Title V public health agencies, payment for case 
management services cannot be made whenanother third party payor 
is liable, normaypaymentsbe made for services for whichno 
payment liability is incurred by the recipient. 
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